The use of complementary and alternative medicine (CAM) is widespread in the general older U.S. population (Arcury, Quandt, Bell, & Vitolins, 2002; Astin, Pelletier, Marie, & Haskell, 2000; Cavender & Beck, 1995; Foster, Russell, Hamel, & Eisenberg, 2000; Loera, Black, Markides, Espino, & Goodwin, 2001; Najm, Reinsch, Hoehler, & Tobis, 2003) and among older adults with specific chronic conditions, such as Alzheimer's disease (Coleman, Fowler, & Williams, 1995) , arthritis (Kaboli, Doebbeling, Saag, & Rosenthal, 2001) , and cancer (Patterson et al., 2003) . Astin et al. (2000) found that 40% of members sampled from a health maintenance organization (HMO) that reimburses for CAM therapies used some form of CAM in the previous year, with the most frequently used therapies being "herbal medicine (24%), chiropractic (20%), massage (15%) and acupuncture (14%)" (p. M5). Foster et al. (2000) used data from a national telephone survey and found that 30% of respon-dents aged 65 and older used at least one CAM modality in the previous year, with chiropractic (11%) and herbal treatments (8%) the most widely used. They also found that the level of CAM use and the use of specific CAM modalities differed between younger and older respondents. They concluded that "further research is needed to look at possible attitudinal, cultural and generational beliefs that affect their choices [of CAM modality use]" (p. 1564).
There are no analyses of elders' belief systems surrounding the use of CAM therapies. Health care providers must currently rely on stereotypes, anecdotal information, and case studies when trying to understand the reasons their older patients use CAM. The objective of this analysis is to delineate the major health beliefs surrounding CAM therapies for communitydwelling elders who reside in rural communities in the southeastern United States. The way in which these CAM therapies fit into the general health culture of these rural elders is described, and any ethnic and gender differences in these beliefs are delineated.
METHOD
This analysis uses data from the Rural Health and Nutrition (RUN) study, a 3-year ethnographic study conducted in two rural, central North Carolina counties. The 1990 populations of these two counties, for which we use the pseudonyms Plains and River Counties, were approximately 120,000 and 70,000, respectively, with about 7,300 residents of Plains County aged 70 and older and about 5,300 residents of River County aged 70 and older. Each county is ethnically diverse, with substantial numbers of African American and Native American residents. In River County, approximately 19% of the residents aged 70 and older are minority group members. For Plains County, approximately half of the residents aged 70 and older are minority group members. A large proportion of the populations in both counties are poor; 26% of River County elderly residents have incomes below the poverty line, compared with 32% in Plains County.
RUN was structured by a conceptual model of health self-management (Quandt, Arcury, & Bell, 1998) . This model posits that individuals, particularly older adults, select from the domains of self-care, medical care, informal support, and formal support to manage their health. CAM comprises a set of self-management behaviors that can cut across all of these domains. For example, the use of home and traditional remedies can be part of self-care, whereas the use of vitamins and mineral supplements prescribed by an allopathic physician can be part of medical care. Treatment provided by a massage therapist or acupuncturist can be included within formal services, and prayer with a family member or friend is informal support. The model further posits that the particular self-management choices reflect underlying belief and value structures, as well as life course experiences. Data were collected on the use of CAM in these different self-management domains, and several analyses have been published (Arcury et al., 2002; Vitolins et al., 2000) . This analysis focuses on the beliefs and behaviors of these older adults underlying their use of CAM.
Sample Selection
We interviewed 145 African Americans, Native Americans, and Whites aged 70 years and older; 61% were female. We used a site-based approach to recruit study participants (Arcury & Quandt, 1999; . The sitebased approach results in a representative, nonrandom sample. "Sites" are places, organizations, or services used by members of the population of interest. We selected sites that varied in terms of the gender, ethnicity, household economic status, and health status of the persons who used the sites; these are characteristics expected to be related to variation in health behaviors.
Participants were recruited from 45 of 73 identified sites serving older adults in the two counties. Sites were added to maintain an equal ethnic distribution in the sample until the final sample size was achieved. The study sites included home health care agencies, senior centers, senior clubs, churches, social service agencies, and veterans' organizations, with no one type of site dominating the recruitment process. At most sites, the site director introduced the investigators to potential participants. In a few situations (particularly senior centers and churches), the investigators gave a short presentation on the project and asked for volunteers or approached potential participants. In some sites, a combination of these methods was used. Some individuals who were asked declined to participate; however, no ethnic or gender differences in those not wishing to participate were apparent. Participants were recruited over 11 months by 4 members of the research team. The investigators maintained counts of recruited subjects by gender and ethnicity. Emerging patterns of health and economic status across the sample were reviewed regularly, and additional sites were added as needed during data collection to help achieve target distributions of participants.
Data Collection
Data were collected with in-depth, semistructured interviews (Kaufman, 1995; Quandt & Arcury, 1997) . Participants were followed for 1 year and interviewed up to four times at quarterly intervals. Interviews were tape recorded. This analysis uses data collected in the baseline and final interviews. In the baseline interviews, participants were asked if they used any of several types of home or folk remedies or healers (see Table 1 ). Use of vitamin and mineral supplements was collected as part of a Food Frequency Questionnaire (Block & Hartman, 1994; Vitolins et al., 2000) . In the final interview, participants were asked about their use of specific CAM therapies. The list of CAM therapies was derived from our past research in the rural southeast (Arcury, Bernard, Jordan, & Cook, 1996; Arcury, Gesler, & Cook, 1999) , as well as other research on CAM in the rural South (Cavender & Beck, 1995; Kirkland, Mathews, Sullivan, & Baldwin, 1992; Mathews, 1987) . This list included home and folk remedies as well as nonfolk therapies such as acupuncture, biofeedback, and chiropractic (see Table 2 ). Although none of the interview questions directly asked participants to discuss their beliefs about CAM, interviewers used probes to elicit extended discussions of CAM beliefs and behaviors.
Data Analysis
We used a systematic text analysis procedure to ensure accurate, valid, and reliable presentation and interpretation of results Miles & Huberman, 1994) . A coding dictionary was developed based on a review of the transcribed interviews and the project's conceptual model . This coding dictionary included keywords that represented the topics, ideas, or beliefs contained in the transcripts. We wrote a unique, mutually exclusive definition for each keyword. Each transcript was read independently by (Seidel, Friese, & Leonard, 1995) . Segments related to CAM keywords for each of the six gender-ethnic groups were retrieved separately to allow delineating any gender-ethnic variation. For this analysis, we searched the coded transcripts for all segments related to several topics, including ALTERCARE (information on care received from alternative care practitioners), REMEDY (information on home remedies, including those used by the participant and those known to the participant), and MEDIA (information on health-related or food-related practices learned from [nonreligious] media). We included the topics ALTERCARE, REMEDY, and MEDIA in the coding dictionary because our preliminary reading of the transcripts, in addition to our reading of the literature, indicated that they were salient topics for some segments of the study population. The investigators read each group of segments and further categorized the specific statements present in these segments. In the review of these segments, the investigators developed the interpretation of the patterns present that constitute the domains of CAM beliefs and behaviors for these older adults. In the presentation of results, example quotations are reported to illustrate the interpretation.
RESULTS
The 145 study participants were split by ethnicity with approximately one third each being African American, European American, and Native American (see Table 3 ). The sample was 61% female. Thirty-four percent had more than a high school education, whereas 43% had less than a high school education. Forty-four percent of participants stated that their health was fair or poor. Fifty-two percent took three or more prescription medicines.
We have reported elsewhere the number of older rural adults in our study who use CAM therapies, the types of CAM therapies they use, and ethnic differences in CAM use (Arcury et al., 2002) . We summarize these results in Table 2 . Most of these rural older adults used at least one CAM therapy. Most CAM therapies used fit into the categories of home and folk remedies and vitamin and mineral supplements. With the exception of chiropractic, these rural older adults did not use alternative systems of care (e.g., homeopathy). Men and women did not differ in CAM use. African American and Native American elders used home and folk remedies more than European American elders did; European American and Native American elders used vitamin and mineral supplements more than African American elders did.
Most of these rural older adults did use CAM. Their discussions of CAM therapies, particularly home and folk remedies, indicated that these therapies were integrated into their health behaviors and beliefs. All of these elders made extensive use of conventional health care, receiving care from multiple physicians, taking prescription medicines, and being enrolled in Medicare. CAM health beliefs and behaviors were integrated with conventional health beliefs and behaviors into a single system of health care (see Table 4 ). Thus, their CAM use was largely complementary. These older adults denied the use of and included little discussion about such alternative practitioners as "root doctors" (Mathews, 1987) , herbalists, acupuncturists, or even faith healers. Respondents did know about chiropractors, and several received care from chiropractors. However, their discussions of chiropractors indicated that these practitioners were not considered as a separate system of care but rather just another type of health care provider or "doctor," as were optometrists and podiatrists. For example, one Native American woman stated, Yes! Chiropractor done me more good than anything when I first got married. . . . I had an infant womb. The coldest day I ever felt I went to the chiropractor and he put me on the x-ray machine. I thought I'd stick to that thing, it so cold. And I always had back trouble. I used to wear a brace. I was humpbacked. I was BAD humpbacked when I was young. . . . He helped me. See, my womb was out of place too, and he helped that.
These rural elders expressed concern that the home and folk remedies and nutritional supplements might interfere with those therapies prescribed by their physician. They often discussed how they would not use specific remedies that they were told interfered with conventional care. For example, I'll tell you one thing that I did do before I went to Dr. -, and he stopped me. And I believe I could tell a difference. I was on vitamin E. And he took me off of it and he says you don't need that. And it seemed like it helped me, but as long as I'm on this medication, I'm not goin'back on it.
An authoritative source for use of a CAM therapy was important to these older adults. Often a doctor or nurse was presented as the ultimate authority for the use of a home remedy. They explained their use of CAM therapies by showing how these therapies were "prescribed" by a health care professional, no matter how tenuous the connection.
TABLE 4. Major Beliefs Concerning Complementary and Alternative Medicine (CAM) Therapy Use
CAM therapy use is integrated with conventional health care among these older rural adults. They do not use CAM practitioners other than chiropractors. They categorize chiropractors with conventional health care, being equivalent to optometrists. They are concerned that their use of home remedies might interfere with prescribed therapies. They use physicians' and nurses' statements as justifications for the use of CAM therapies. They use published sources as justifications for the use of CAM therapies. The knowledge of home and folk remedies from preceding generations has been lost due to greater use of conventional health care. The importance of using health care professionals or published sources to justify CAM therapy use is more salient among minority elders. The loss of home and folk remedy knowledge is also more salient among minority elders.
I had high blood pressure. As I told you I used to work part time for Dr. -. The nurse there told me she had been to [a university medical center] and somebody had advised her to mix honey and vinegar for blood pressure. So for years I took honey and vinegar.
Well, one lady told me to get alcohol and mix castor oil in it and rub my knees. Now, I believe it does help a little bit. . . . She said a doctor-she worked in a hospital years ago-and a doctor said . . . he started using it when he was younger and used that on his knees and she said he didn't have a bit of arthritis, nothing bothered his knees because it went into the bone, that stuff, oil I reckon, got into your bones.
Publications were the other source of authority often cited by these rural elders to justify the use of home remedies. Any published source could be an authority that legitimizes a CAM therapy.
I just drink regular tea, but I was reading here in some doctor's book, talking about how good tea was for you. And there's a piece in the last box of tea I got, a paper telling how much [antioxidants] was in it, more over oranges, broccoli and Brussels sprouts, pink grapefruit. In all it had about nine different things that it said it had more in. Well according to my book, just about every ailment you can name, there's an herb for it.
Most of the rural older adults stated that their knowledge of CAM therapies was limited. They used a circumscribed set of home remedies and made no use of exotic folk practitioners. They referred to their parents and grandparents as having had greater knowledge of home and folk remedies and of making greater use of home and folk remedies. Conventional medical care had largely replaced the use of home and folk remedies during their lives. Therefore, they have lost much of the previous generations'knowledge about the use of local medicinal herbs.
What kind of teas did I hear? My mama and them used to use them kind of teas. That's all they had, cause they didn't have no doctor for worms and stuff like that. But I can't remember now just what it was. But they go in the field and dig that herbs and make that tea. And ginger seeds and peach tree leaves, I remember that. Therefore, although they continue to use home remedies, these are as often based on contemporary sources (e.g., tabloid newspapers) as on inherited knowledge.
Ethnic differences in the importance of CAM therapies in the health beliefs of these older adults were a matter of degree rather than kind. The themes related to other authorities as justifying CAM use and of referring to the greater knowledge of home and folk remedies in preceding generations were discussed by members of each ethnic group. However, these themes were more salient among the African American and Native American respondents. More minority elders talked about these themes, and minority elders' discussions of these themes were longer.
DISCUSSION
There are three key findings from this research. First, as reported in Arcury et al. (2002) , the CAM used by these rural older adults is largely home and folk remedies and vitamin and mineral supplements. Except for chiropractic, they are not choosing practitioners or therapies outside the conventional medicine domain. Newly developed or nonindigenous alternative or complementary therapies broadly introduced to Americans over the past several decades (e.g., acupuncture or biofeedback) are used by virtually none of these older adults. This means that surveys using the lists of CAM therapies and products typically seen in national surveys for all ages (e.g., Eisenberg et al., 1998) could well underestimate the CAM use in a population like this by failing to contain home remedies.
Second, the CAM used by these older adults is clearly "complementary" rather than "alternative." CAM remedies are an integral component of their health self-management strategies, integrated into rather than replacing conventional care. These older adults do not differentiate the use of CAM therapies from conventional therapies prescribed by their physician. This is consistent with survey data that indicate that the highest users of CAM are also the highest users of conventional care (Foster et al., 2000) . Rural elders greatly value conventional medical care and often use verbal advice or literature written by physicians and nurses to justify their use of CAM therapies.
Third, the types of CAM used and their incorporation as complementary rather than alternative reflect the life course experience of these older adults in the rural South. The current generation of older adults was raised as trained medical practitioners became widely available. This occurred in the South later than in some other parts of the county. Two of North Carolina's current medical schools originated as 2-year programs in the early 1900s and converted to 4-year programs in the 1940s. Another was started as a 4-year program in the 1930s. This transition, along with the medical discoveries of the 1900s, brought real improvements to the health of rural populations. Looking at the CAM use in this population through the life course perspective, it is not surprising that they trust and respect conventional medicine but blend with it traditional home remedies for which they have little indepth knowledge, relative to their parents' generation. These results are similar to those reported among rural older adults in southwest Virginia (Cavender & Beck, 1995) and among all adults in western North Carolina (Arcury, Preisser, Gesler, & Sherman, 2004) .
It is not possible to directly compare the CAM prevalence reported in this study with that in other research due to differences in design and CAM therapies investigated. However, it appears that these rural elders are similar to those reported in Foster et al.'s (2000) national telephone survey in their use of chiropractic (about 11% in each) and religious healers (about 5%) but are much higher users of folk remedies, herbs, vitamins, and massage and lower users of relaxation and aromatherapy. Our results differ from those reported among elder HMO patients in California (Astin et al., 2000) ; those patients had relatively high use of herbal medicine (24%), chiropractic (20%), massage (15%), and acupuncture (14%). There may be regional, urban-rural, and insurance coverage differences in CAM use among older adults. Further research needs to investigate variability in CAM use among older adults and how the CAM use affects quality of life.
Those who provide care to rural older adults need to be aware of the widespread use of home and folk remedies as well as vitamin and mineral supplements. Although some observers have expressed concern that patients may conceal CAM use from physicians, these results indicate that most rural elders value the advice of their conventional physicians. Discussions about the use of CAM therapies initiated by providers will enhance the care of these rural patients. However, care must be exercised, as they may take any discussion about a CAM therapy as a prescription or at least a justification for its use. This article uses qualitative data from a relatively small sample of elders who reside in two counties in North Carolina. Great care was taken to systematically select respondents, conduct in-depth interviews, and analyze textual data to ensure accurate, valid, and reliable results. However, caution must be used in generalizing these data to other communities of rural elders. Our results are comparable to the findings of other studies using statistical methods to examine the prevalence of CAM use, but further research on the health beliefs of elders surrounding the use of CAM therapies is needed to corroborate our findings. In particular, studies in areas that have had a different history of transition to readily available trained medical practitioners could help judge the validity of the life course findings presented here.
